clinica" Kastl Crenshaw and Booher Delafontaine et al. Klayman Present case Year 1872 1914 1919 1924 1925 1930 1932 1933 1940 1940 1944 1946 1950 1950 1954 A repeat barium swallow (Dr. Hinde) confirmed the presence of a greatly dilated oesophagus, containing a fluid level in its lower third (Fig. 3) and a smooth conical lower end (Fig. 4) . The barium passed slowly into the stomach and its rate of flow was not appreciably altered by the inhalation of octyl nitrite. A very large irregular filling defect was demonstrated in the upper third of the oesophagus (Figs. 3-5 ). The right diaphragm on screening was seen to be partially paralysed.
The growth was considered to be inoperable. The patient's condition rapidly deteriorated due to bronchopneumonia, and he died following a further haemorrhage on May 2, 1955.
NECROPSY. Dr. J. K. Storring performed the necropsy.
Below the diaphragm the oesophagus showed a constriction with no evidence of any organic lesion. Proximally, the oesophagus was dilated in its entire extent, its widest part measuring 19 cm. in circumference. Its wall was thickened and the mucosa showed a whitish discoloration and was desquamated in places (Figs. 6 and 7). The upper third was occupied by a large tumour measuring 11 by 9 by 7 cm. which was fixed to the anterior wall of the oesophagus and had ulcerated through into the left main bronchus 1.5 cm. below the bifurcation of the trachea.
The lungs showed areas of bronchopneumonia which were confluent and extensive in the left upper lobe. The paratracheal and mediastinal lymph nodes were enlarged and completely surrounded the left recurrent laryngeal nerve. The right recurrent laryngeal HISTOLOGY.-The oesophageal growth was a well -differentiated keratinizing squamous -celled carcinoma, which had infiltrated through to the mucosa of the left main bronchus. Only one of the eight mediastinal lymph nodes examined showed tumour metastasis, the others reactive hyperplasia only. Sections from the wall of the middle third of the oesophagus showed fibrous tissue overgrowth in all layers and muscle hypertrophy.
There was no evidence of leucoplakia. The epithelium was thickened and in places had become desquamated, leaving only a thin layer of cells. The lamina propria and submucosa were infiltrated with lymphocytes and plasma cells. The appearances were those of a chronic oesophagitis with muscle hypertrophy. The lungs showed areas of bronchopneumonia. INCIDENCE Although Fleiner (1919) reported three examples of carcinoma of the oesophagus which had occurred in 40 patients with achalasia of the cardia, Gottstein (1908) three in 33, and Rake (1931) three in 15, Mathews and Vinson (1950) found only three in 1,000 patients.
In the Registrar-General's report for 1931 this association was not present in 208 cases of death from cancer of the oesophagus (RegistrarGeneral's 1947 Decennial Supplement, England and Wales, 1931) . The sex incidence in this series is males: females 6: 1, which compares with 5: 1 by Vinson (1940) for cancer of the oesophagus. Cardiospasm is said to occur more frequently in women than in men (Aird, 1949) .
If achalasia of the cardia were a predisposing cause to cancer of the oesophagus, one would have expected a higher incidence of this association, and a higher incidence in women.
The average time in which symptoms of achalasia of the cardia had been present in the series reviewed in this paper was 17.7 years, and, in 12 cases in which data are available, an average of seven years had elapsed between the last treatment and the appearance of the carcinoma.
On we have a difference of 11.9±2.4 years, which is significant, and with the non-teaching hospitals 15.5±2.8, also a significant difference. On comparing the number of cases occurring in each age group (Table II) it is seen that in the hospital patients only 19% are under 55 years, and in this series 63% are below this level. Thus, although achalasia of the cardia does not appear to predispose to cancer of the oesophagus, should it occur it appears at a much younger age.
PATHOLOGY
The majority of the reported cases showed a very extensive carcinoma, often of the cauliflower type, with invasion into the surrounding structures. Histologically, they were squamous-celled carcinomata.
In 80.7 % the carcinoma was foutnd in the middle third of the oesophagus, with 11.6% in the lower third and 7.7% in the upper third. In three of these multiple papillomata were present; in two a smaller carcinoma was also present further down the oesophagus (there were no papillomata or leucoplakia), and in one case leucoplakia was present. This incidence of carcinoma in the middle third is much higher than that usually quoted for carcinomata occurring de novo, the corresponding figures being 35, 50, and 15% (Aird, 1949 COUGH.-Cough sometimes occurred following the aspiration of oesophageal contents into the trachea. In the case presented here a productive cough with pyrexia was the first indication that a malignant change had occurred. In the series of collected cases a productive cough was present in half the number, but this was explained in over half of them by the presence of a fistula between the oesophagus and the bronchial tree (six out of the 10 cases).
BLEEDING.-Fleiner (1919) attributed bleeding to trauma after bouginage, but in most cases it was a symptom of the carcinoma itself. Only in three had it occurred previously, and in these there was no oesophagoscopic evidence as to whether it was due to trauma or to a pre-existing papilloma.
The site of the bleeding was the carcinoma itself, which presented a large and friable surface (Fig.  7) . Together with pulmonary infection this was the commonest cause of death, as is shown in the case presented here.
Loss OF WEIGHT.-This was an unusual symptom of achalasia of the cardia, but occurred in almost half of these malignant cases.
OTHER SYMPTOMS.-The case presented here had bilateral recurrent nerve palsy with resulting loss of voice. The paralysis on the left side was explained by the involvement of the nerve in the growth. The right recurrent nerve was free of the growth and the paralysis it caused is difficult to explain; the vocal cords were curiously abducted on both sides.
RADIOGRAPHS.-Radiographs of the chest showed a widened mediastinal shadow but did not usually suggest the presence of a carcinoma. In our case the mediastinal shadow had widened compared with previous radiographs and this was proved to be due to the growth itself. In the majority of these cases barium swallow examination showed the greatly dilated oesophagus and narrowed cardia, but in four of the cases it failed to show the carcinoma at the first screening. In two of these cases, following other evidence, a repeated barium swallow revealed the carcinoma. The main difficulty was the presence of food residues in the oesophagus, and Kornblum and Fisher (1940) emphasize the importance of washing out the oesophagus very thoroughly before this examination.
In our patient screening examination also showed a partial paralysis of the right diaphragm; this was explained at necropsy by the stretching of the right phrenic nerve over the growth.
OESOPHAGOSCOPY. In three further cases a Heller operation was performed. In one patient who had an inoperable growth an attempt was made to relieve the dysphagia. There was temporary relief in the swallowing of fluids. In one case no relief was obtained, and in the other dysphagia was relieved for three months but other signs persisted (see above).
In operable cases oesophagectomy with oesophago-gastrostomy or jejunostomy as applied to oesophageal carcinomata without achalasia might be the treatment of choice.
Radiotherapy is not indicated in most patients because of the extensive nature of the lesion and their poor general condition. SUMMARY A case of carcinoma of the oesophagus which occurred in a patient who had achalasia of the cardia is described with a review of 27 further cases from the literature.
Loss of weight and bleeding were common presenting symptoms together with cough and increasing dysphagia. The latter symptom was present in under half the cases.
Thorough oesophageal lavage is essential before barium swallow or oesophagoscopic examinations. These should be repeated if negative, and if the symptoms persist, because in four patients a carcinoma had been overlooked on first examination.
Examination of oesophageal washings for carcinoma cells has been positive in two cases when oesophagoscopy and radiography failed to reveal the carcinoma.
Achalasia of the cardia does not appear to predispose to malignant change, but when the latter occurs it does so at a much earlier age.
Diagnosis was late owing to the late appearance of symptoms, especially dysphagia. The growth had reached a large size before it caused obstruction of the dilated oesophagus.
Treatment by resection was possible in only one out of five cases in which thoracotomy was considered justifiable.
